minute heemorrhagic nodules in various parts. One was at the tip of the appendix, five on the surface of the liver near its anterior border, one on the lower surface of the diaphragm, and the rest beneath the parietal peritoneum. The largest of these was not bigger than a pea, and most were much smaller. Both lungs were densely covered by nodules of growth, each of which, in its wedge shape and heemorrhagic section, exactly resembled an infarct. The nodules were so thickly studded on the pleural surfaces of the lungs that there was scarcely a square inch free from growth. There were no growths in the parietal pleura, and there was no increased pleuritic fluid. The manner of metastasis shown by the growth was much more like that of a sarcoma than that of a carcinoma, and was clearly effected by vascular embolism and not by lymphatic permeation.
Report of Pathology Committee.-The Committee have examined the specimen and sections, and agree with Mr. Groves's description.
The PRESIDENT (Dr. Herbert Spencer) said that the most remarkable feature in the specimen was the small amount of disease at its primary seat in the uterine body.
Cystic Subperitoneal Fibroid with Unusual Relations. Shown by ARTHUR H. N. LEWERS, M.D. THE patient from whom the specimen shown was removed was a married woman aged 40. She had been married seventeen years, but had never been pregnant. She was admitted into the London Hospital on November 9, 1908. She had noticed " a lump " in the abdomen for ten months, which had gradually increased in size till three months prior to her admission. Since that time she thought it had diminished slightly. She had had pain in the abdomen, which she thought was due to indigestion, for two years. Menstruation had been quite regular and normal, but for the last few months she had had great pain of a bearingdown character during the first days of each period. On examination the greater part of the abdomen was found to be occupied by a fluctuating tumnour, irregular somewhat in outline, the highest point of which reached the costal margin in the left nipple line. On vaginal examination the posterior fornix was found to be bulged forward and downwards by an elastic tumour, which pushed the cervix and uterus forwards.
The sound passed the norlual distance. On the above data, as may be supposed, the diagnosis arrived at was that the patient had an ovarian cyst.
Operation, November 17, 1908: On opening the abdomen a large cyst came into view, which was evidently not ovarian, but sprang from the fundus uteri, and was a large subperitoneal fibroid, which had undergone cystic degeneration. It was tapped, and a large quantity of thin, clear yellow fluid escaped. The anterior half of the cyst was free, except for one adhesion to small intestine above the umbilicus. The relations of the posterior half of the cyst were very complex. Behind the transverse diameter of the brim of the pelvis the anterior surface of the cvst was continuous laterally with the peritoneum, covering the iliac fosswe on each side. After incising the peritoneum laterally near the brim of the pelvis it was possible to enucleate the posterior wall of the cyst from its position deep in the pelvis, partly by the use of the knife and scissors. When this had been done, and the tumour had been freed from its deep attachments, the condition of the posterior half of the pelvis was similar to what occurs after the enucleation of a large retroperitoneal cyst. The iliac vessels and the ureters were in view on both sides. Two smaller cysts extended deeply from the lowest part of the mnain cyst, and had to be enucleated from Douglas's pouch in front of the rectum. At the level of the internal os uteri there was a free communication from one side to the other along the posterior surface of the uterus, the opening described being lined with peritoneum. I began the operation by dividing the cervix near the internal os, and then gradually dissected the cyst from its posterior attachnments as already described. As there was such a large raw surface in the pelvis, I thought it better to make an opening in the posterior fornix, and provide drainage through the vagina. The peritoneum was then sutured over the raw surface. It seems difficult to account for the relations of the posterior half of the cyst. As it was a cystic fibroid springing from the fundus, it cannot have grown up behind the peritoneum. The only explanation seems to be that the posterior surface of the tumour was originally free and covered by peritoneum, and that at some time it became universally adherent to the posterior parietal peritoneum, so that when it was dissected away from its attachments the posterior part of the pelvic cavitywas left bare of any peritoneal covering.
The patient made an uneventful recovery. Description of the Specimen.-The specimen consists of the body of the uterus with a small portion of the cervix, and of a large cyst springing from the back of the upper half of the portion of uterus removed. The left uterine appendages are with the specimen (the right uterine appendages were not removed). The cyst now, after hardening, has the following measurements: Extreme depth vertically, 7 in.; transverse measurement, 51 in.; antero-posterior, 41 in. The cyst wall is about 4 in. in thickness. The above are the dimensions of the large cyst, but at the lowest part are two separate cysts, each about equal in size to a walnut. A portion of the main cyst wall was sent to the Clinical Research Association for examination. The report is as follows: " Microscopically this tissue is composed of interlacing bundles of smooth nmuscle tissue in a stroma of fibrous tissue. One half of the section is almost entirely fibrous, whilst the other contains the muscle. There is practically no degeneration in the muscular portion. We find no trace of an epithelial covering on either side of the section, and it is therefore very difficult for us to say which side bounded the cystic cavity." A Large Retroperitoneal Cervical Fibroid.
Shown by ARTHUR H. N. LEWERS, M.D.
THE patient from whom the specimen shown was removed was a single woman aged 40. She came to see me on July 16, 1908. She had noticed a progressive enlargement of the abdomen for three years. A masseuse had noticed a lump there, and advised her to see a doctor.
She had experienced a general feeling of discomfort, and of late noticed one area specially tender low down on the right side. She had also had a constant desire to pass water for some considerable time, and occasionally there was incontinence. Menstruation had been regular every three weeks, the period lasted a week, and the amount lost was not more than formerly. Sometimes she had had bad pain at the period; at other times the period had been painless.
On examination a large hard tumour was felt occupying the greater part of the abdomen and reaching the epigastric region, the prominence of the abdomen being similar to that seen in a womain seven to eight months pregnant. On vaginal examination the os uteri could not be identified; the posterior fornix was pushed low down by a hard fixed tumour, apparently continuous with that felt in the abdomen.
Operation, July 22, 1908: On opening the abdomen the body of the uterus was seen, normal in size and shape, situated on the front
